surveillance (AS). Yet, the ability to identify which patients are at risk for progression is limited to PSA-based biomarkers with variable utility. Multiparametric MRI (mpMRI) with fusion-guided prostate biopsy (FBx) has demonstrated utility in risk stratification for patients considering AS. We compared mpMRI characteristics with PSA kinetics for the prediction of pathologic progression in patients on AS.
, velocity (PSAV) > 0.75ng/ml/year, doubling time (PSAdt) < 3 years, and imaging characteristics were examined for association with pathologic progression at surveillance biopsy.
RESULTS: A total of 178 men were included for analysis. Median follow-up was 19 months . Median age, PSA, and prostate volume of our cohort were 63 years , 5.0ng/ml ] and 47.8ml at enrollment. The sensitivity and specificity of predicting pathologic progression by mpMRI, PSAD, PSAV and PSAdt were 46% and 65%, 16% and 88%, 20% and 87%, and 30% and 75% respectively. A combination of MRI with PSAD, PSAV, or PSAdt yielded a sensitivity and specificity of 53% and 44%, 57% and 57%, or 63% and 49% respectively. Using a decision curve analysis, mpMRI offers a small additional benefit for predicting CaP progression.
CONCLUSIONS: MpMRI alone marginally outperforms PSA kinetics for predicting pathologic progression in men on AS for CaP. The combination of mpMRI with PSA parameters increases the sensitivity of identifying progression in AS patients, but still fails to capture a significant proportion of progression. Further research in prostate imaging and other biomarkers will be needed to more accurately risk stratify AS patients. (PCa) , older men with the disease are more likely to present at an advanced stage, and even when adjusting for stage and grade, to die of the disease. Despite this phenomenon, older men, often with competing comorbidities, are more likely to elect active surveillance (AS) rather than primary definitive treatment. We sought to investigate whether advanced age at PCa diagnosis is a risk factor for grade reclassification (GR) while on AS. Additionally, for men ultimately going on to have secondary radical prostatectomy (RP) after initial AS, we sought to investigate whether advanced age at RP is a risk factor for adverse post-operative outcomes, including pathologic Gleason score (GS) upgrading, adverse RP pathology, and biochemical recurrence (BCR).
Source of
METHODS: Between 1995 and 2016, 1554 men aged 41-81 years (median 66 years) with NCCN very low (70%) and low (30%) risk PCa on AS were followed using an institutional database. We queried this database to determine rates of GR (biopsy GS3+4), as well as pathologic GS upgrading, adverse RP pathology (pT3a or pathologic GS4+3), and BCR in patients going on to RP. A competing risk analysis was used to evaluate the association between age and time to GR and BCR. Likewise, a multivariable logistic regression model was used to determine whether age at RP was a significant risk factor for pathologic GS upgrading and adverse RP pathology. Odds (OR) and hazard (HR) ratios were calculated for 10-year age increases.
RESULTS: Of the 1554 men in our AS cohort, 331 (21%) had GR and 295 (19% of all men) went on to have RP. Of those who underwent RP, 155 (53%) had pathologic GS upgrading, 89 (30%) had adverse RP pathology, and 18 men (6%) developed BCR after a median of 3 years. Age at diagnosis of PCa was a significant risk factor for GR (HR 1.4; 95%CI 1.2-1.7; p¼0.0003). Of those going on to RP, age at RP was a significant risk factor for pathologic GS upgrading (OR 2.2; 95%CI 1.3-3.7; p¼0.005), adverse RP pathology (OR 2.6; 95%CI 1.4-4.9; p¼0.004), and BCR (HR 3.6; 95%CI 1.1-11.2; p¼0.03).
CONCLUSIONS: For men on AS, age at PCa diagnosis is a significant risk factor for GR, and age at RP after being on AS is a significant risk factor for pathologic GS upgrading, adverse RP pathology, and BCR. These observations have significant implications for monitoring older men on AS.
Source of Funding: None

MP43-19 ACTIVE SURVEILLANCE FOR FAVORABLE-RISK PROSTATE CANCER IN AFRICAN CARIBBEAN MEN: RESULTS OF A PROSPECTIVE STUDY
Matthias Meunier*, R emi Eyraud, C edric S en echal, Gilles Gourtaud, Virginie Roux, Pointe-a-Pitre, France; C ecilia Lanchon, Grenoble, France; Laurent Brureau, Pascal Blanchet, Pointe-a-Pitre, France INTRODUCTION AND OBJECTIVES: Active surveillance (AS) is a treatment option for favorable-risk prostate cancers (PCa). However, data concerning populations of African descent is missing. The objective of this study was to evaluate the safety and benefit of AS in an African Caribbean cohort with favorable-risk PCa.
METHODS: Between 2005 and 2016, a monocentric prospective cohort study was conducted in Guadeloupe (French West Indies), including patients with low-risk PCa (prostate-specific antigen [PSA] ¼10 ng/ml; Gleason ¼6) or favorable intermediate-risk PCa (PSA, 10-20 ng/ml; Gleason ¼7 (3+4); life expectancy <10 years) in AS. Treatment was recommended in case of histological progression, increase in Vol. 197, No. 4S, Supplement, Saturday, May 13, 2017 THE JOURNAL OF UROLOGY â e561 tumor volume, PSA doubling time <36 months or patient's wish. Outcomes were overall survival, disease-specific survival and duration of AS, calculated with the Kaplan-Meier method. Multivariate analysis was performed using the Cox proportional hazards model to identify predictors of AS termination. RESULTS: A total of 234 patients (median age 64 yr) were enrolled in the study. Median follow-up was 4 years (interquartile range: 2.3-5.5 yr). Overall survival at 30 months, 5 and 10 years was 99.5%, 98.5%, 90.7% respectively. Disease-specific survival at 30 months, 5 and 10 years was 100%. At 30 months, 5 and 10 years, 72.7%, 52.6%, 40.4% of patients respectively remained untreated and under AS. Age (hazard ratio [HR] , 0.96 per additional year; 95% confidence interval [CI], 0.93-0.99) and PSA density (HR, 1.52 per additional 0.1; 95% CI, 1.20-1.89) were found to be independent predictors of AS termination.
CONCLUSIONS: AS seems to be safe and beneficial for African Caribbean men with favorable-risk PCa. The high rate of patients leaving AS may reflect a greater proportion of aggressive cancers in this population. PSA density could help to better select these patients. Longer follow-up is needed to confirm these results.
Source of Funding: none
MP43-20 RATES OF NON-DEFINITIVE MANAGEMENT FOR LOW AND INTERMEDIATE RISK PROSTATE CANCER ARE SIMILAR BETWEEN AFRICAN AMERICANS AND CAUCASIANS
John Burns*, John P. Flores, Mazen Alsinnawi, Sydney Akapame, John Massman III, Christopher Porter, Seattle, WA INTRODUCTION AND OBJECTIVES: Disparities exist with respect to race in the management of localized prostate cancer (PCa). We hypothesized that African American (AA) men with low and intermediate risk PCa (LIPCA) were more likely to choose non-definitive management (NDM) as well as less invasive treatment options versus Caucasian (CA) men.
METHODS: We performed a retrospective cohort study of 219,862 patients diagnosed with LIPCa in the National Cancer Database from 2010-2013. Our primary endpoint was rates of NDM {active surveillance (AS) + watchful waiting (WW)} by AA men versus CA men. Our secondary endpoint was to identify the differences in treatment modalities between these two races. We performed multivariate logistic regression analysis that controlled for age, race, clinical stage, facility volume, facility location, facility type, insurance, Charlson comorbidity index, PSA, year of diagnosis, and geographic location.
RESULTS: Of the 219,862 patients with LIPCa, 105,295 patients had NCCN low risk PCa and 114,567 patients had NCCN intermediate risk PCa. 179,372 (82%) were CA men, 31,358 (14%) AA men, and 9,132 (4%) Other Races. The median age for AA men, CA men, and Other Races was 61, 64, and 63 respectively. 21,544 (9.8%) of patients elected NDM and utilization was similar between CA men (9.6%) and AA men (9.9%) OR 1.098 p<0.001. As shown in Figure 1 , Radical Prostatectomy (RP) was the most utilized treatment modality across all races but AA men were less likely than CA men to utilize this treatment (43.4% versus 53.5%), respectively p < 0.001. In addition, AA men were (8%) more likely to choose radiotherapy (RT) versus CA men, (38.1% versus 30%) p < 0.001.
CONCLUSIONS: AA men with LIPCa choose NDM at similar rates to CA men, however this rate is relatively low at 9.8%. Notably, AA were more likely to choose RT and less likely to choose RP compared to CA men.
